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Agenda
ÅDivision of Family Resources (DFR)

ÅMember eligibility overview

Å Eligibility verification

Å IHCP programs and benefits

Å Other services

Å Member copayments

Å Helpful tools

Å Questions
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Division of Family Resources (DFR)
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Who determines eligibility?

Å Eligibility is determined by the Indiana Family 

and Social Services Administration (FSSA) 

Division of Family Resources (DFR).

Å The DFRôs focus is the support and preservation 

of families by emphasizing self-sufficiency and 

personal responsibility.

Å The DFR receives applications and approves 

eligibility for Medicaid, Supplemental Nutrition 

Assistance Program (SNAP), and the cash 

assistance program, Temporary Assistance for 

Needy Families (TANF).
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DFR  how to apply

Å Applicants can apply online at 

www.dfrbenefits.in.gov.

Å Applicants can call or fax 1-800-403-0864.

Å Applicants can visit a local Division of Family 

Resources (DFR) office.

http://www.dfrbenefits.in.gov/
http://www.in.gov/fssa/dfr/2999.htm
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Health coverage

Å Indiana offers several health coverage options to 

qualified low-income individuals and families, 

individuals with disabilities, and the elderly with limited 

financial resources.

Å Each program is designed to meet the medical needs 

of that specific group of individuals.

Å Each program uses a specific set of criteria to 

determine whether a person qualifies for that 

program.
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Eligibility criteria

Å To qualify, applicants must meet four 

main eligibility criteria:
ï Income/household size

ï Age

ï Financial resources/assets

ï Medical needs
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Eligibility categories

Å There are 35 eligibility aid categories.
ï Examples:

Category Description Age Limit Income 

Limit

Delivery 

System

Coverage

MA X Newborn 

born to 

mother on 

Medicaid

<1 NA HHW Full

MA 2 Children 6-18 <106% FPL HHW Full

MA MA Pregnancy & 

Post Partum

19-64 <133% FPL HIP Maternity HIP State 

Plan
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Member eligibility overview
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IHCP programs and benefit plans 

Å Generally, program and service options are categorized under the fee-for-

service (FFS) delivery system or the managed care delivery system.

Å Some services may cross delivery systems, based on specific 

circumstances of individual members. 
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FFS benefit plans

Fee-for-Service Program Benefit Plan

Traditional Medicaid Full Medicaid, Package A Standard Plan

Medicare Savings Program

(QMB, QDWI, QI, SLMB)

Qualifying Medicare premiums, copayments, 

and/or deductibles only, as applicable

Emergency Services Package E  Emergency Services Only

Family Planning Eligibility Program Family Planning Services Only

590 Program 590 Program Services

Traditional Medicaid Inpatient Hospital 

Services (Inmates)

Medicaid Inpatient Hospital Services Only
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FFS benefit plans

Fee-for-Service Benefit Option Benefit Plan

1915(i) Home and Community-Based 

Services (HCBS)

Å Adult Mental Health Habilitation 

services 

Å Childrenôs Mental Health Wraparound 

services

Å Behavioral and Primary Healthcare 

Coordination services

1915(c) HCBS Waiver Å Aged & Disabled services

Å Community Integration and Habilitation 

services

Å Family Supports services 

Å Traumatic Brain Injury services

Medicaid Rehabilitation Option (MRO) Medicaid Rehabilitation Option services



13

Managed Care Program Benefit Plan

Healthy Indiana Plan Å HIP 2.0 Basic

Å HIP 2.0 Plus

Å HIP 2.0 State Plan Basic

Å HIP 2.0 State Plan Plus

Å HIP Maternity

Hoosier Care Connect Å Full Medicaid

Å Package A ïStandard Plan

Hoosier Healthwise Å Package A ïStandard Plan

Å Package C ïChildrenôs Health Plan 

(SCHIP)

Managed care benefit plans
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Other services

Service Benefit Plan

Medical Review Team (MRT) Medical Review Team screening only [FFS]

Preadmission Screening and Resident 

Review (PASRR)

PASRR Individuals with Intellectual 

Disability; PASRR Mental Illness (MI) 

screening only [FFS]

Presumptive Eligibility Adult  HIP Basic [managed care] 

Family Planning Services only [FFS] 

Package A Standard Plan [FFS] 

Pregnant Women services only [FFS] 

Medicaid Inpatient Hospital Services only 

(inmates) [FFS]
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Member identification 

Å Each IHCP member is issued a 12-digit identification number that is 

referred to as the Member ID (also known as RID).

Å The Member ID is assigned by the FSSA-DFR through the automated 

Indiana Client Eligibility System (ICES).

Å Each member also receives a member identification card.

ï The type of card received depends on the IHCP program in which the member is enrolled. 
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Member identification cards

Å Hoosier Health Cards are issued at program enrollment.

Å After the DFR determines eligibility, cards are then generated and mailed 

within five business days of the action updating the IHCP Core Medicaid 

Management Information System (CoreMMIS).
ï The member must allow five business days plus mailing time to receive the card.

Å A letter to inform the member of eligibility status is system-generated within 

24 hours of eligibility determination.
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Member identification cards

Å The card is a permanent plastic identification card that the member is 

expected to retain for his or her lifetime.

Å Members should retain their cards even if eligibility lapses, in case 

eligibility is reinstated at a later date.

Å Members may contact their local DFR county office or call toll-free  

1-800-403-0864  to request a replacement Hoosier Health Card. 
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Member identification cards

Å Managed care entities (MCEs) issue their own cards for 

Healthy Indiana Plan, Hoosier Care Connect, and Hoosier 

Healthwise
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Eligibility verification
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Eligibility Verification System 

Å Providers are required to verify member eligibility on the date of service.

Å Providers that fail to verify eligibility are at risk of claims being denied due 

to member ineligibility or coverage limitations.

Å Viewing a Member ID card alone does not ensure member eligibility.

Å If the member is not eligible on the date of service, the member can be 

billed for services.

Å If retroactive eligibility is later established, the provider must bill the IHCP 

and refund any payment that the member made to the provider.
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How to verify member eligibility 

Å Providers can verify eligibility by using one of the following Eligibility 

Verification System (EVS) methods:
ï Provider Healthcare Portal

ï Approved vendor software for the 270/271 batch or interactive eligibility benefit 

transactions 

ï Interactive Voice Response (IVR) system at 1-800-457-4584

Å Customer Assistance representatives and Provider Relations field 

consultants do not provide eligibility verification information. 
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Importance of verifying eligibility 

Å Before rendering services, providers should always check member 

eligibility to determine the following:
ï Whether the member is eligible for the IHCP on the date of service.

ï Whether the member has other insurance coverage (known as third-party liability, or TPL) 

that takes precedence over the IHCP coverage. 

ï What type of IHCP coverage the member has on the date of service  

ï Whether the member has a copayment responsibility 

ï Whether a member is enrolled through a managed care program and if so, to which MCE 

and primary medical provider (PMP) the member is assigned

ï Whether the member is restricted to a designated pharmacy, hospital, and PMP through the 

Right Choices Program 

ï What level of care (LOC) is assigned for LTC or hospice members; also, whether a member 

who resides in an LTC facility has a patient liability and if so, how much liability to 

collect from the member 


